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The impaired surgeon: Revisiting Halstead
Lois A. Killewich, MD, PhD, Galveston, TexWe admitted we were powerless over alcohol—that our lives
had become unmanageable—.
Step 1—The Big Book of Alcoholics Anonymous
As the Chief of Surgery at a large institution, you
received a troubling phone call from the Chief of An-
esthesia, who reported that one of her junior faculty
staffed a case the previous evening during which the
surgeon behaved inappropriately and appeared intoxi-
cated. You know that the surgeon is in the middle of a
difficult divorce, and besides, the surgeon was not “on
call” the night before and came in because the on call
surgeon was involved an emergency. There have been
no past blemishes on this surgeon’s record. You should:
A. Reassure the Chief of Anesthesia that this was a one-
time event and do nothing.
B. Call the surgeon into your office and tell him that this
must never happen again.
C. Counsel the surgeon not to come into the hospital if he
has been drinking.
D. Offer to refer him to a counselor or therapist.
E. Refer him to a counselor or therapist and tell him you
will be reporting him to the hospital’s Physician Health
and Rehabilitation Committee.
Alcoholism, drug addiction, and substance abuse are
not new, but the concept that these illnesses occur in
physicians is one that the medical community has been slow
to acknowledge, both among its own members and to the
public at large. However, evidence suggests that physicians
suffer from substance use disorders with the same preva-
lence as the general population—10% to 15%.1,2 These
figures include 6% to 8% with drug addiction and up to 14%
with alcoholism.1,2
In 1892 William Osler wrote the Inner History of the
Johns Hopkins Hospital and described the cocaine addiction
of William S. Halstead, which he claimed originated from
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440Halstead’s self-experimentation with cocaine as a surgical
anesthetic.3 To quote Osler on Halstead,
The proneness to seclusion, the slight peculiarities
amounting to eccentricities at times . . . were the only
outward traces of the daily battle through which this
brave fellow lived for years.
The first national acknowledgement of the problem of
alcohol and drug addiction among physicians occurred in
1958, when the Federation of StateMedical Boards recom-
mended that rehabilitation and probation programs be
adopted by individual state medical boards. In 1973 the
American Medical Association issued a policy paper, “The
Sick Physician: Impairment by Psychiatric Disorders, in-
cluding Alcoholism and Drug Dependence,” which stated
that it was a physician’s “ethical responsibility to take
cognizance of a colleague’s inability to practice medicine
adequately by reason of physical or mental illness including
alcoholism and drug dependence.”4
As a result, programs were created nationwide to assist
health care professionals with addictions. Currently, every
state medical society in the United States has an impaired-
physician program to treat physicians with problems of
substance abuse and in some cases psychiatric disorders.
What of our surgical colleague described here? Does he
have a problem with alcohol? Could he have psychiatric or
personal problems, or both, contributing to his drinking? Is
he safe to care for patients? Is this a one-time event for
which he should not be blamed since he was not on call?
Option A offers this course of action—ignore the issue
because it has never happened before and the surgeon was
not on call. In cases of professionals such as physicians,
however, work performance problems are usually the last
signs of a substance use disorder to develop. Deterioration
in work performance is an indication that the addiction is
advanced and severe. Physicians seem to be adept at hiding
the signs and symptoms of substance abuse. Because they
are used to controlling many aspects of their practices, they
may have difficulty admitting that they cannot control their
substance abuse.
Often the first sign of a substance abuse disorder is
family discord, especially marital problems. Warning signs
of substance abuse that have been identified in health care
professionals include inaccessibility to patients and staff,
frequent absences, rounding at odd hours, decreased work
performance, large quantities of drugs ordered, inappropri-
ate orders, forgotten verbal orders, slurred speech during
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vague letters of reference, multiple prescriptions for family
members, unexplained absences during work hours, in-
creased patient complaints, secrecy, careless medical deci-
sions, increased conflicts with colleagues, erratic job his-
tory, and unexplained time off between different jobs.5
Because it is likely that a true substance use disorder
exists, options B, C, and D, although good ideas are not
sufficient. Option E is the only appropriate course of action.
The surgeon should be offered help, but must also be
reported to the local physician health program. Many
health care workers are reluctant to report a physician for
suspected substance abuse. Colleagues may believe they are
“overreacting” or “betraying” the individual, and they do
not want the surgeon labeled as an alcoholic unless incon-
trovertible evidence exists. They may be sensitive to the
risks of losing a medical license or an income. Staff may fear
occupational or financial reprisals. Even patients can be
reluctant to speak out—many view their physician as a god
and cannot accept that the physician has failings.
However, there are legal and ethical consequences of
not reporting an impaired physician. Most importantly,
there is a risk to patient care. From the Hippocratic Oath
comes the idea “first do no harm,” and physicians at risk for
endangering patients must be prevented from doing so.
TheDisabledDoctors Act, enacted in 1974, recommended
mandatory reporting of incompetent physicians, evaluation
and treatment, return to practice if treatment was success-
ful, and removal from practice if no treatment occurred or
was unsuccessful. It also recommended immunity for any-
one reporting an impaired health care worker. At this time,
20% of states have enacted laws that require reporting of a
health care worker suspected of a substance use disorder.6
One variation of option E is that the surgeon could be
given the opportunity to self-report his impairment to the
physician health program. Self-reporting is viewed as an
indication that the physician has accepted that a problem
exists, apropos of the first step in Alcoholics Anonymous.
Medical societies and state boards look favorably on physi-
cians who self-report and may be more lenient in terms of
contractual obligations associated with recovery and return
to practice. However, if the physician is in denial and will
not self-report, you have an obligation to do so.
Physician health programs are designed to confront,
assist, and treat impaired health care professionals and to
protect patients from medical negligence. Often help is
available for families as well. Programs sponsored by state
medical societies are usually separate from state medical
boards and can help the impaired physician while avoiding
the risks associated with reporting to the board. The goal is
to achieve rehabilitation and return of the physician to a
healthy, productive life and practice—not punishment. Ac-
cording to the 2001 Joint Commission on Accreditation of
Healthcare Organizations standards, “The purpose of the
process [identifying and treating impaired physicians] is
assistance and rehabilitation rather than discipline, to aid a
physician in retaining optimal professional functioning,
consistent with protection of patients.”6A typical recovery program involves an assessment to
confirm the presence of addiction, followed by referral to a
specialized treatment center. Both outpatient and inpatient
programs exist, although data suggest that inpatient treat-
ment (1 to 3 months) is usually the most successful. Treat-
ment includes group and individual therapy that addresses
both addiction and any underlying psychiatric problems,
family therapy, attendance at 12-step meetings, and prac-
tice in learning to live successfully without the use of
alcohol or drugs. Once the initial treatment is completed,
most physicians enter into a contract with the state society
involving continued outpatient treatment, meeting atten-
dance, and random drug screens. The average length of this
contract is 5 years.
Involvement with recovery programs is anonymous:
They do not report to the National Practitioner Data Bank,
whereas state medical boards are required to do so. The key
to successful rehabilitation, similar to the first step in the
Alcoholics Anonymous program, is acceptance of the ad-
diction and the need for absolute abstinence and recovery.
The good news is that most impaired physicians are
successful in recovery if they acknowledge that a problem
exists. Most studies show recovery rates of 70% to 90%,
which is higher than the general population.7,8 Factors
associated with relapse include failure to acknowledge and
accept the addiction, denial, dysfunctional family, poor
coping mechanisms, shame, overconfidence, and poor re-
lationship skills. Factors associated with success include
participation in a peer group such as Caduceus (the 12-step
program for physicians) and ongoing monitoring for drug
and alcohol use.9
In summary, alcoholism and drug addiction occur in
physicians with the same frequency as in the general popu-
lation. The medical community has a moral and ethical
obligation to learn about these problems and address them.
Good treatments for the impaired physician are available,
and recovery is possible for most.
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